Figure. Axial (A), coronal (B), and sagittal (C) T2-weighted MRls show the well-defined unilocularcystic lesion involving the superficial and deep lobes of the left parotid gland. The deep, beak-like projection (arrows) extends to the bony-cartilaginous junction of the external auditory canal.
A lO-year-old girl presented with a 6-year history of recurrent left parotid swelling. Her condition had required multiple hospitalizations, and on two occasions, intravenous antibiotics and incision and drainage were necessary. Physical examination revealed an apparently normal child. A cystic mass was present in the left preauricular area. No neck adenopathy was observed. The tympanic membrane was intact with normal landmarks. Computed tomography (CT) identified a nonspecific cystic lesion involving the left parotid gland without deep extension. Magnetic resonance imaging (MRI) demonstrated the cystic lesion in the superficial and deep lobes of th e left parotid gland (figure). Also on MRI, a deep, beak-like projection was seen extending to the bony-cartilaginous junction of the external auditory canal. A diagnosis of a type II first branchial cleft cyst was made. The cyst was excised with preserv ation of the facial nerve. Intraoperative findings included the presence of a sinus tract reaching up to the membranous portion of the extern al auditory canal and lying close to the facial nerve.
Branchial anomalies occur as a result of a persis-tence of vestigial remnants of a branchial cleft or cyst.1,2 Branchial anom alies typically present during infancy and childhood, but an initial diagnosis can be made in patients of any age.' First branchial cleft anomalies account for less than 8% of all branchial cleft defects.' They arise as a result of an incomplete closure of the ectodermal portion of the first branchial cleft.' Work' described two variants of first branchial cleft anomalies, which are designated type I and type II:
• Type I anomalies are characterized by duplication of the external auditory canal. They occur in the preauricular area and th ey lie in a plane parallel to the extern al auditory canal and lateral to the facial nerve.
• Type II anomalies appear as an opening posterior or inferior to th e angle of the mandible. The tract is intimately associated with the parotid gland and the facial nerve. .
First branchial cleft anomalies can present as a cyst (no communication with the skin or mucosa), a sinus (a single opening into the skin or mucosa), or a fistula (open communication between the skin and a mu cosal IMAGI NG CLINIC surface) . Fistulas are more common than sinuses and cysts.' The clinical history typically includes a recurren t pre-or postauricular swelling with or witho ut discharge from th e external auditory canal. A recurren ce in a patient with a history of incision and drainage should raise a suspicion of a first branchial cleft cyst.6 0 S An important diagnostic feature of br anchial cleft cysts is th e presence of a tr ailing cyst projection directed toward the osteocartil agin ous junctio n of th e external aud itory canal. Th e different ial diagnosis includes lymphan giom a, a cystic mass of th e parotid gland (such as an obstruc tive or trauma tic retenti on cyst), a benign paro tid tu m or (including cystic Warthin tumor), and a suppura tive lymph nod e. A rapid and accurate diagno sis is important to avoid putting th e patient th rou gh several un successful surg ical procedu res.? Imaging with CT and MRI is essen tial for all aspects of the management of th ese cysts." The definitive treat ment for a branchial cyst is complete surg ical excision.
